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AbstrACt
Objective To assess the impact of ‘Parenting for Lifelong 
Health: Sinovuyo Teen’, a parenting programme for 
adolescents in low-income and middle-income countries, 
on abuse and parenting practices.
Design Pragmatic cluster randomised controlled trial.
setting 40 villages/urban sites (clusters) in the Eastern 
Cape province, South Africa.
Participants 552 families reporting conflict with their 
adolescents (aged 10–18).
Intervention Intervention clusters (n=20) received a 
14-session parent and adolescent programme delivered by 
trained community members. Control clusters (n=20) received 
a hygiene and hand-washing promotion programme.
Main outcome measures Primary outcomes: abuse and 
parenting practices at 1 and 5–9 months postintervention. 
Secondary outcomes: caregiver and adolescent mental 
health and substance use, adolescent behavioural 
problems, social support, exposure to community 
violence and family financial well-being at 5–9 months 
postintervention. Blinding was not possible.
results At 5–9 months postintervention, the intervention 
was associated with lower abuse (caregiver report 
incidence rate ratio (IRR) 0.55 (95% CI 0.40 to 0.75, 
P<0.001); corporal punishment (caregiver report IRR=0.55 
(95% CI 0.37 to 0.83, P=0.004)); improved positive 
parenting (caregiver report d=0.25 (95% CI 0.03 to 0.47, 
P=0.024)), involved parenting (caregiver report d=0.86 
(95% CI 0.64 to 1.08, P<0.001); adolescent report d=0.28 
(95% CI 0.08 to 0.48, P=0.006)) and less poor supervision 
(caregiver report d=−0.50 (95% CI −0.70 to −0.29, 
P<0.001); adolescent report d=−0.34 (95% CI −0.55 to 
−0.12, P=0.002)), but not decreased neglect (caregiver 
report IRR 0.31 (95% CI 0.09 to 1.08, P=0.066); adolescent 
report IRR 1.46 (95% CI 0.75 to 2.85, P=0.264)), 
inconsistent discipline (caregiver report d=−0.14 (95% 
CI −0.36 to 0.09, P=0.229); adolescent report d=0.03 
(95% CI −0.20 to 0.26, P=0.804)), or adolescent report 
of abuse IRR=0.90 (95% CI 0.66 to 1.24, P=0.508) and 
corporal punishment IRR=1.05 (95% CI 0.70 to 1.57, 
P=0.819). Secondary outcomes showed reductions in 
caregiver corporal punishment endorsement, mental health 
problems, parenting stress, substance use and increased 
Key questions
What is already known about this topic?
 ► Prevalence studies show high rates of family 
conflict and violence against adolescents, especially 
in the WHO African region.
 ► Three systematic reviews in 2009, 2015 and 2017 
identified no parenting programmes for families 
of adolescents in low-income and middle-income 
countries (LMIC) that are tested using randomised 
trials (one new study in Thailand was published in 
March 2017).
 ► Existing evidence is from high-income countries, 
and primarily with younger children or infants.
What are the new findings?
 ► We provide the first rigorous evidence in an African 
context that a parenting programme can improve 
a range of family, caregiver, adolescent and 
household economic outcomes.
 ► Further research is needed to examine 
effectiveness at scale, and in other countries 
currently implementing the programme.
recommendations for policy
 ► Free, low-resource parenting programmes may be 
an effective component of care for families in LMIC 
at risk of violence, substance abuse and living in 
poverty.
 ► Over the past 10 months, this programme is being 
scaled up in eight countries within Africa.
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social support (all caregiver report). Intervention adolescents reported no 
differences in mental health, behaviour or community violence, but had 
lower substance use (all adolescent report). Intervention families had 
improved economic welfare, financial management and more violence 
avoidance planning (in caregiver and adolescent report). No adverse 
effects were detected.
Conclusions This parenting programme shows promise for reducing 
violence, improving parenting and family functioning in low-resource 
settings.
trial registration number Pan-African Clinical Trials Registry 
PACTR201507001119966.
IntrODuCtIOn
Investing in the future of the world’s 1.2 billion adoles-
cents is now a pressing international agenda.1 Consistent 
parental supervision and positive involvement predict 
higher life expectancy, and lower risk behaviours, 
substance use and violence exposure.2–4 In contrast, 
abusive or neglectful caregiving increases risks of cancer, 
mental health problems, substance use, HIV infection and 
future violence victimisation and perpetration.5–9 Nine 
out of 10 youth—a billion adolescents—live in low-in-
come or middle-income countries (LMIC).10 Challenges 
with raising adolescents are reported internationally, 
but disengagement and conflict increase when families 
face stressors such as extreme poverty, civil violence and 
illness. Child maltreatment and interpersonal violence 
outside of the home rise during adolescence,11 with the 
highest rates globally in the WHO African region.12 If we 
are to meet Sustainable Development Goals 3 (health), as 
well as 5 (gender equality) and 16 (violence prevention), 
and related goals, it will be essential to support the fami-
lies in which adolescents grow up.
Consequently, international agencies and govern-
ments have identified an urgent need for evidence-
based programmes to improve parenting and reduce 
violence against adolescents.13 Parenting programmes 
based on social learning theory and group prob-
lem-solving show promise,14 but existing research 
is almost entirely from high-income countries, and 
focused on younger children.15 16 Reviews show no 
published randomised trials of parenting programmes 
for adolescents in LMIC,17 18 although a recent trial in 
Thailand showed improved parent–child interactions 
and family cohesion.19 One unpublished trial of a 
combined voluntary savings and parenting programme 
in Burundi found reduced caregiver-reported harsh 
physical and verbal discipline, but no differences in 
positive discipline, family functioning, child well-
being, mental health or problem behaviours.20 There 
are both cost and contextual barriers to implementing 
and testing parenting programmes in less developed 
settings. In high-income countries, several well-ev-
idenced parenting programmes for younger chil-
dren21 22 have been commercialised, with prohibitive 
costs for materials, training and accreditation. Other 
programmes require qualified health professionals 
for implementation, or use technological components 
(ie, video or internet) that may be inaccessible in 
low-resource contexts. Globally, those most in need of 
parenting support are missing out.
In response, the ‘Parenting for Lifelong Health’ 
initiative was launched in 2012, as a small, evidence-
building collaboration between academics, students 
and colleagues at the WHO, Unicef and non-govern-
mental organisations (NGOs). Its goal was to develop 
and test in randomised trials a suite of non-commercial-
ised parenting programmes for low-resource settings. 
Programmes would not require professionals, videos, 
equipment or participant literacy, and would be freely 
available. Partners committed to ‘never-profit’ open-li-
cense the programmes if found effective. In this paper, 
we describe the pragmatic randomised controlled 
trial of the adolescent programme, ‘Sinovuyo Teen’, 
(‘we have joy’ in Xhosa). The programme was devel-
oped and adapted using a four-stage testing process 
from 2012 to 2016.23 Testing took place in South 
Africa—a country with high levels of violence against 
adolescents in both home and community settings.24 
Study sites were in the Eastern Cape province, with 
the country’s lowest gross domestic product, high 
HIV prevalence, poor service access and infra-
structure, and shortages of electricity and water. 
A partnership to plan the development and testing 
process was established between academics (Oxford 
University and the University of Cape Town), local 
NGOs (Clowns Without Borders South Africa, 
Unicef South Africa) and government (national and 
provincial Departments of Social Development and 
Basic Education). To reflect real-world conditions, 
programme implementation was by trained commu-
nity members. Throughout testing, recruitment of 
families was community led, with no exclusion of 
concurrent conditions such as substance use, mental 
health problems, HIV infection and AIDS, and inti-
mate partner violence.
In 2012, a first prototype manual was developed 
using systematic reviews of effective components of 
parenting programmes.8 9 This was revised after qual-
itative research,25 and input from 50 academic and 
programming experts. In 2013, version 2 was pilot-
tested in a pre-post trial (n=60) and adapted.26 In 
2014, version 3 was tested in a larger pre-post trial 
(n=230).27 These initial (non-controlled) tests showed 
no iatrogenic effects, significant reductions in harsh 
and abusive parenting, and improvements in parent 
and adolescent outcomes. Following participant input, 
the programme was extended to include sessions on 
(A) planning to protect adolescents from violence and 
exploitation in the community and (B) family finan-
cial management. In this trial, we tested the efficacy 
of the final version of Sinovuyo Teen. We hypothesised 
that the parenting programme would reduce abuse 
and improve parenting at the cluster level. We also 
hypothesised that it may have further effects on care-
giver and adolescent well-being (eg, mental health, 
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substance use, social support) and family outcomes 
(eg, economic welfare, risk avoidance planning).
MetHODs
study design and participants
In this pragmatic cluster randomised controlled trial, 
we selected 40 communities (located in 34 rural villages 
and 3 large periurban townships) within a 2-hour drive 
of a rural town (the research team’s base) in South 
Africa’s Eastern Cape. Local traditional and political 
leaders agreed to participation for all communities, 
and the programme was presented as support for fami-
lies in raising adolescent children. To reflect recruit-
ment in real-world community-based services, families 
with an adolescent aged 10–18 years were identified by 
a range of sources, including self-referrals, local chief-
tains, community-selected representatives, schools, social 
services and local NGOs, as well as door-to-door visits to 
find families with adolescents. Between April and August 
2015, around 1910 households were assessed for eligi-
bility and of these 960 had resident adolescents. Families 
completed two screening questions asking, ‘do you and 
your teen argue and shout a lot?’ and ‘do you sometimes 
end up hitting your teen when things are really stressful?’ 
Six hundred and twenty families responded positively to 
at least one question. These were visited by the trained 
local community programme team and asked whether 
they could attend daytime programme workshops (after 
dusk there are high crime levels in these communities). 
Five hundred fifty-two families were included in the trial 
and completed baseline assessments by both adolescents 
and caregivers. Due to high levels of orphaning and 
fostering in South Africa, there were no requirements for 
a biological relationship between adolescent and primary 
caregiver but they had to reside in the same dwelling at 
least four nights per week. Adolescents who had learning 
difficulties so severe that they were unable to provide 
informed consent were not included. No other exclusion 
criteria applied (figure 1).
We used a sample size calculation to determine the 
number of clusters required. The calculation was based 
on the primary outcome of child abuse. We estimated 
intracluster correlations (ICC) of 0–0.08 based on pilot-
testing, and note that there are large numbers of zeros in 
reporting of child abuse in any pragmatically recruited 
sample. Using Optimal Design software, 40 equal clusters 
with 12 families per cluster were required for a minimum 
detectable effect size of 0.36 for desired power of 0.80 
with two-tailed P<0.05 and ICC of 0.08. We note that this 
study required a substantially higher effect size than 
found in a recent meta-analysis of parenting programmes 
for prevention of child abuse, which showed average 
programme effects of 0.20,28 thus potentially underesti-
mating our programme effects.
There were no monetary incentives for participation, 
although families received snacks at pretest and small 
food parcels at post-test as thanks. An independent trial 
steering committee oversaw trial conduct. The protocol 
was published29 and the trial was registered on the Pan-Af-
rican Clinical Trials Registry PACTR201507001119966 on 
27 April 2015. Written informed consent was obtained 
from all adolescent participants and their primary care-
givers. Confidentiality was maintained, unless participants 
were at risk of significant harm or requested assistance. If 
participants reported severe abuse, rape, recent suicide 
attempts or other significant harm, immediate referrals 
and follow-up support were made to child protection 
and health services (21 referrals, 10 in intervention arm 
and 11 in control arm). The Consolidated Standards of 
Reporting Trials (CONSORT) 2010 checklist for cluster 
randomised trials and the CONSORT 2008 extension for 
pragmatic trials were used for reporting.
randomisation and blinding
An independent, blinded statistician (CJL) conducted 
randomisation stratified by urban/rural location. 
Complete randomisation was done after baseline data 
collection for the 40 eligible study clusters (32 rural, 8 
periurban) within strata at a 1:1 ratio for intervention 
and control arms using a random number generator 
in Excel. Clusters contained a mean of 14 families (SD 
1.9) and a total of 270 families in the intervention and 
282 families in the control arm. Blinding of partici-
pants and implementation staff was not possible for a 
parenting programme, and blinding of data collection 
staff was limited at post-test, for example, by children 
in villages singing programme songs and programme 
certificates displayed in participants’ homes.
Procedures
Primary caregivers and adolescents completed self-re-
port measures at pretest, 1 month postintervention 
and 5–9 months (mean 8 months) postintervention. 
Tablet-based questionnaires were completed in private, 
in the participant’s chosen language and supported by 
data collectors. Response methods were modified for 
low literacy using Audio Computer-Assisted Self-Inter-
viewing (ACASI) for sensitive items, and were piloted 
with local adolescents and caregivers. All outcomes 
were measured for the past month. Programme imple-
mentation and post-test data collection were delayed 
by extended political and civil violence prior to the 
August 2016 municipal elections. Implementation and 
research were suspended during riots, rallies, road 
blockages and petrol bombing of public areas. The 
final data collection stage was originally intended to 
be at 12 months (in the trial registration), but due to 
violence was shifted to 3 months (detailed in the trial 
protocol). However, due to ongoing election violence, 
this was only able to begin at 5 months postinterven-
tion and took 5 full months to complete as study areas 
were often unsafe and volatile (March to August 2016).
The intervention group received a 14-session 
parenting programme, ‘Sinovuyo Teen’, run by a local 
NGO Clowns Without Borders South Africa and funded 
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by Unicef South Africa. Weekly sessions (10 jointly 
attended by caregivers and adolescents, 4 attended 
separately) were conducted in local community halls, 
churches and outdoors under trees. Nineteen locally 
recruited community members, one staff member 
from a regional NGO (Regional Psychosocial Support 
Initiative) and five local social auxiliary workers were 
trained for 1 week by Clowns Without Borders South 
Africa, with weekly peer-led supervision throughout 
the programme. Training was activity based, and 
emphasised programme delivery using non-didactic 
and participatory methods.
Weekly sessions followed a manual that used collabo-
rative learning techniques, including traditional stories 
and songs, role plays, modelling and home practice 
(manuals are available at WHO website: http://www. 
Figure 1 Trial profile. CG, caregiver; ITT, intention to treat. 
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who. int/ violence_ injury_ prevention/ violence/ child/ 
PLH- manuals/ en/). Session content was based on social 
learning principles and included praise and relation-
ship building, managing stress and anger, family prob-
lem-solving, planning together to protect adolescents 
from community violence, monthly family budgeting, 
saving and responding to crises14 (see table 1). For partic-
ipants unable to attend a session—for example, due to 
illness, disability or funeral attendance—brief ‘catch-ups’ 
were delivered at home or in hospitals.
The control group received a 1-day hygiene promo-
tion programme ‘Sinovuyo Soap’, implemented by 
the NGO Clowns Without Borders South Africa. This 
included drama-based skills on safe water conservation 
and child hand-washing, with soaps containing toys for 
children, and took place at the end of the intervention 
period in order to ensure that the intervention and 
control groups had a similar postintervention time lag 
prior to follow-up.
Outcomes
Questionnaires were translated into isiXhosa and trans-
lations were checked by back-translation (available 
at http://www. youngcarers. org. za). All primary and 
secondary outcome measures referred to experiences 
in the past month. Primary outcomes (reported inde-
pendently by both caregivers and adolescents) included 
measures of abusive parenting (physical, emotional abuse 
and neglect) using the International Society for Preven-
tion of Child Abuse and Neglect Screening Tool for 
Trials (ICAST-Trial),30 adapted from the ICAST31 32 poor 
parental supervision, inconsistent discipline, corporal 
punishment, positive parenting and positive involved 
parenting using the Alabama Parenting Questionnaire.33
Secondary outcomes included measures of caregiver 
attitudes (reported by caregivers) and adolescent atti-
tudes (reported by adolescents) to harsh punishment 
(corporal and emotional) using the ICAST-Trial attitudes 
subscale, adolescent externalising behaviour using the 
Child Behaviour Checklist rule-breaking and aggression 
subscales (reported by both caregivers and adolescents),34 
parenting stress using the Parental Stress Scale (reported 
by caregivers),35 adolescent depression/suicidality using 
the short-form Children’s Depression Inventory and Mini 
International Neuropsychiatric Interview-Kid (reported 
by adolescents)36 37 and caregiver depression using the 
Centre for Epidemiologic Studies Depression Scale 
(reported by caregivers).38 Social support for caregivers 
(reported by caregivers) and adolescents (reported by 
adolescents) was measured using the Medical Outcomes 
Study Social Support Survey.39
Household economic hardship was measured using 
items on monthly shortfalls of basic necessities such as 
meat, electricity and transport (reported independently 
by both caregivers and adolescents). Worrying about 
money, financial self-efficacy and family financial manage-
ment was measured using items on borrowing (from loan 
sharks and others) and savings.40 Family-level discussions 
on protecting adolescents from community violence 
were measured using an adapted version of the Parent 
Teen Sexual Risk Communication Scale.41 We measured 
past-month adolescent exposure to community violence 
and academic motivation using items from the Social and 
Health Assessment.42 Alcohol and drug use was reported 
by caregivers and adolescents using adapted versions of 
the WHO Alcohol Use Disorders Identification Test43 
and the WHO Global School-based Health Survey.44
Process evaluation included attendance rates, indepen-
dent observations of engagement and fidelity, and postin-
tervention focus groups. A linked qualitative assessment 
of participant and staff experiences and policymaker 
views was conducted in collaboration with Unicef and will 
be reported elsewhere.
statistical analysis
Analyses used intention to treat (ITT), including all 
clusters and adolescents and caregivers who were no 
longer coresidents at follow-up irrespective of inter-
vention uptake. Primary outcomes used hierarchical 
negative binomial or Poisson regression for counts and 
hierarchical linear mixed effects regression for contin-
uous outcomes. The analyses evaluated the interven-
tion effect with the cluster and participant (caregiver 
or adolescent) as the random effects with the latter 
nested within clusters and specified to account for 
the repeated measures within participant. Interven-
tion effect was estimated as the interaction of arm by 
time, where post-test effect represents change from 
Table 1 Overview of intervention session topics
Session Content Mode
1 Introducing the programme and 
defining participant goals
Joint
2 Building a positive relationship 
through spending time together
Joint
3 Praising each other Joint
4 Talking about emotions Separate
5 What do we do when we are angry? Separate
6 Problem-solving: putting out the fire Joint
7 Motivation to save and making a 
budget with our money
Joint
8 Dealing with problems without 
conflict I
Separate
9 Dealing with problems without 
conflict II
Separate
10 Establishing rules and routines Joint
11 Ways to save money and making a 
family saving plan
Joint
12 Keeping safe in the community Joint
13 Responding to crisis Joint
14 Widening circles of support Joint
Joint: caregivers and teens together in the same room. 
Separate: caregivers and teens in parallel sessions.
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baseline to post-test, and follow-up effect represents 
change from baseline to follow-up. The regression 
models were adjusted for the prespecified covariates: 
baseline values of the outcome and the rural-urban 
geographical setting. The latter was used as a stratifi-
cation in the design. To account for dropouts in the 
ITT, baseline measurements were part of the repeated 
outcomes and estimation of the intervention effects 
was via restricted maximum likelihood. Given the low 
prevalence of missing data (2% caregivers, 4% adoles-
cents), no imputations were conducted. For outcomes 
where both post-test and follow-up data were available, 
the overall significance of the intervention effect was 
based on the significance of Wald test examining if 
both intervention coefficients equal zero. Outcomes 
were analysed separately for caregivers and adolescents. 
Effect sizes and 95% CIs reported are based on the 
model estimates and SEs of the immediate postinter-
vention and 5–9 months postintervention time points. 
For continuous outcomes, standardised effect sizes are 
reported and for outcomes based on counts, incidence 
rate ratios (IRR) are reported. All data analyses were 
carried out in Stata V.13.0.
results
The trial was completed on 18 August 2016, when the 
5–9 month outcome assessment ended (figure 1). Base-
line characteristics are shown in table 2, baseline char-
acteristics for secondary outcomes are shown in online 
supplementary table 1. Caregivers were 95% female, 
with a mean age of 49 (SD 14.7). Forty-two per cent were 
biological parents and 28% were grandparents. Adoles-
cents were 44% female, with a mean age of 13.8 years 
(SD 2.39). Two-thirds of families reported no household 
employment, and 77% lacked food in the home for at 
least 1 day during the past week (caregiver report).
Caregivers in the intervention arm attended an 
average of 50% and adolescents 64% of all sessions. Nine 
per cent of caregivers and 5% of adolescents attended 
no sessions, but all, except four families, received brief 
home catch-ups. Retention rates at endpoint in the 
intervention group were 263 (97%) of caregivers and 
260 (96%) of adolescents, and in the control group 
277 (98%) of caregivers and 270 (96%) of adolescents. 
There were no differences in attrition between treat-
ment arms. This population has high rates of migration, 
and 53 caregiver–adolescent dyads were no longer living 
together at endpoint, although all were included in ITT 
Table 2 Baseline characteristics of intervention and control groups
Caregiver report Adolescent report
Control 
(n=282)
Treatment 
(n=270)
Control 
(n=278)
Treatment 
(n=270)
Sociodemographic characteristics
  Age (mean, SD) 49.94 (14.20) 48.79 (15.20) 13.85 (2.51) 13.83 (2.26)
  Female, n (%) 261 (92.5) 263 (97.0) 110 (39.6) 118 (43.7)
  Married, n (%) 100 (35.5) 98 (36.3) – – 
  High school education and higher, n (%) 100 (35.6) 102 (37.8) – – 
  Currently employed*, n (%) 19 (6.7) 14 (5.2) – – 
  Currently attending school, n (%) – – 265 (94.0) 261 (96.7)
  HIV positive (or AIDS ill)†, n (%) 78 (27.7) 70 (25.9) 78 (28.1) 63 (23.3)
Household characteristics
  Household size (mean, SD) 4.99 (2.06) 5.36 (2.29) – 
  Electricity access, n (%) 257 (91.1) 255 (94.4) – 
  Number of days hungry per 7 days (mean, SD) 2.88 (2.18) 2.82 (2.54) 1.91 (1.96) 1.66 (1.83)
Baseline values of primary outcomes
  Physical and emotional abuse (mean, SD) 7.97 (9.34) 8.40 (9.81) 8.89 (12.24) 8.99 (12.56)
  Neglect (mean, SD) 0.11 (0.63) 0.54 (1.96) 2.37 (5.35) 3.44 (6.47)
  Corporal punishment (mean, SD) 2.62 (2.93) 3.11 (3.10) 2.27 (2.58) 2.48 (2.84)
  Positive parenting (mean, SD) 15.43 (4.90) 16.84 (4.56) 14.13 (5.75) 14.31 (6.37)
  Involved parenting (mean, SD) 19.24 (7.45) 19.71 (7.65) 18.50 (9.30) 17.92 (9.48)
  Poor parental supervision (mean, SD) 13.12 (7.77) 13.85 (7.54) 12.78 (6.85) 14.16 (7.87)
  Inconsistent discipline (mean, SD) 7.64 (4.28) 8.89 (4.37) 7.09 (4.55) 7.40 (4.91)
*This includes formal and informal employment.
†Participants are included if they self-report as HIV positive or display three or more AIDS-related symptoms from the adapted verbal 
autopsy checklist.
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analyses. Caregivers lost to follow-up were more likely 
to be HIV positive and reported less involved parenting 
compared with those not lost to follow-up. There were no 
differences in adolescents lost and retained at follow-up 
(online supplementary table 2).
The primary outcomes are summarised in table 3. Abuse, 
positive parenting, parental supervision and involved 
parenting were measured at 1 month and 5–9 months 
postintervention. Neglect, corporal punishment and incon-
sistent discipline were only measured at 5–9 months.
Past-month abuse
At 1 month postintervention there was a significant 
effect of reduced past-month physical and emotional 
abuse in caregiver self-report (IRR=0.39, 95% CI 0.28 
to 0.54, P<0.001) and in adolescent report (IRR=0.71, 
95% CI 0.51 to 0.97, P=0.035). At 5–9 months there was 
a significant intervention effect of reduced past-month 
physical and emotional abuse in caregiver self-report 
(IRR=0.55, 95% CI 0.40 to 0.75, P<0.001) but no inter-
vention effect in adolescent report (IRR=0.90, 95% CI 
0.65 to 1.24, P=0.508). Neglect and corporal punishment 
were only measured at 5–9 months. There was no inter-
vention effect of reduced past-month neglect in caregiver 
report (IRR=0.31, 95% CI 0.09 to 1.08, P=0.066) nor 
in adolescent report (IRR=1.46, 95% CI 0.75 to 2.85, 
P=0.264). There was a significant intervention effect of 
reduced past-month corporal punishment in caregiver 
report (IRR=0.55, 95% CI 0.37 to 0.83, P=0.004), but 
not in adolescent report (IRR=1.05, 95% CI 0.70 to 1.57, 
P=0.819), where both intervention and control group 
adolescents reported reduced corporal punishment.
Parenting
At 1 month postintervention there was a significant inter-
vention effect of improved past-month positive involve-
ment in caregiver report (d=0.37, 95% CI 0.15 to 0.59, 
P=0.001), but not in adolescent report (d=0.16, 95% CI 
−0.04 to 0.36, P=0.108). At 5–9 months postintervention 
there was a significant intervention effect of improved 
past-month positive involvement in caregiver report 
(d=0.86, 95% CI 0.64 to 1.08, P<0.001) and also in adoles-
cent report (d=0.28, 95% CI 0.08 to 0.48, P=0.006). At 
1 month postintervention there was a significant inter-
vention effect of reduced past-month poor parental 
supervision in caregiver report (d=−0.58, 95% CI −0.79 
to −0.37, P<0.001) and in adolescent report (d=−0.43, 
95% CI −0.65 to −0.20, P<0.001). At 5–9 months, there was 
a significant intervention effect of reduced past-month 
poor parental supervision in caregiver report (d=−0.50, 
95% CI −0.70 to −0.29, P<0.001) and also in adolescent 
report (d=−0.34, 95% CI −0.55 to −0.12, P=0.002). At 
1 month postintervention there was a significant inter-
vention effect of improved past-month positive parenting 
in caregiver report (d=0.23, 95% CI 0.02 to 0.45, P=0.036) 
but not in adolescent report (d=0.16, 95% CI −0.03 to 
0.35, P=0.102). At 5–9 months postintervention there was 
a significant intervention effect of improved past-month 
positive parenting in caregiver report (d=0.25, 95% CI 
0.03 to 0.47, P=0.040) but not in adolescent report 
(d=0.10, 95% CI −0.09 to 0.29, P=0.307). There were no 
effects on past-month inconsistent discipline (only meas-
ured at 5–9 months) in the caregiver report (d=−0.14, 
95% CI −0.36 to 0.09, P=0.229) and the adolescent report 
(d=0.03, 95% CI −0.20 to 0.26, P=0.804).
Secondary and exploratory outcomes are presented 
in table 4, all measured only at 5–9 months postinterven-
tion. Caregivers reported a significant intervention effect 
of reduced attitudes of condoning harsh punishment 
(d=−0.46, 95% CI −0.69 to −0.24, P<0.001), depression 
(d=−0.33, 95% CI −0.54 to −0.11, P=0.003), parenting stress 
(d=−0.37, 95% CI −0.59 to −0.15, P=0.001) and increased 
social support (d=0.31, 95% CI 0.09 to 0.52, P=0.005). There 
was a significant intervention effect of reduced caregiver 
alcohol/substance abuse (IRR=0.67, 95% CI 0.49 to 0.99, 
P=0.041). Profile plots for all outcomes are presented in 
online supplementary figures 1–17.
Adolescents reported no intervention effect on their 
own attitudes of condoning harsh punishment. Adoles-
cent academic/school motivation was not analysed due 
to >98% high motivation scores at baseline. There was no 
intervention effect on past-month adolescent external-
ising behaviour. There was also no intervention effect on 
depression/suicidality or social support for the adolescent, 
by self-report. There was a significant intervention effect 
of reduced past-month adolescent self-reported substance 
abuse (IRR=0.55, 95% CI 0.33 to 0.93, P=0.026).
At the family level, there was a significant intervention 
effect of reduced past-month household economic hard-
ship in both caregiver report (d=−0.62, 95% CI −0.84 to 
−0.40, P<0.001) and adolescent report (d=−0.28, 95% CI 
−0.52 to −0.05, P=0.017). There was a significant inter-
vention effect of improved past-month family financial 
management, including reduced past-month borrowing 
and increased savings (caregiver report d=0.31, 95% CI 
0.09 to 0.53, P=0.007, adolescent report not measured). 
Community violence exposure in the past month showed 
no intervention effect. Family planning to avoid adoles-
cent victimisation in the community showed a significant 
intervention effect of increased intention to plan in both 
caregiver report (d=0.48, 95% CI 0.24 to 0.72, P<0.001) and 
adolescent report (d=0.33, 95% CI 0.06 to 0.59, P=0.017).
We recorded no adverse events as a result of the inter-
vention. The baseline questionnaire identified 33 adoles-
cents as experiencing suicidality, severe violence or sexual 
abuse. These adolescents were all followed-up with by the 
research team and 21 adolescents were further referred 
to health and social services, with follow-up support to 
ensure that services were accessed. At post-test, four 
deaths within the control group were identified (three 
caregivers and one adolescent) that occurred as a result 
of prior health conditions (unrelated to the research).
DIsCussIOn
This is the first known randomised controlled trial of 
a parenting programme for adolescents in Africa. It 
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Table 4 Secondary outcomes
Caregiver report Adolescent report
Follow-up Follow-up
Attitudes to harsh punishment
  Intervention, mean (SD) 5.35 (3.47) 6.97 (4.26)
  Control, mean (SD) 7.55 (5.16) 7.34 (5.00)
  Mean difference (SE) −2.37 (0.59) −1.03 (0.55)
  P value <0.001 0.061
  Effect size (95% CI) −0.46 (−0.69 to −0.24) −0.22 (−0.45 to 0.01)
Depression (depression and suicidality + for adolescent report only)
  Intervention, mean (SD) 11.30 (9.79) 1.98 (2.88)
  Control, mean (SD) 16.82 (11.13) 1.84 (2.44)
  Mean difference (SE) −3.72 (1.26)
  P value 0.003 0.905
  Effect size (caregiver)/IRR (adolescent) (95% CI) −0.33 (−0.54 to −0.11) 1.02 (0.77 to 1.35)
Parenting stress
  Intervention, mean (SD) 23.75 (8.24)
  Control, mean (SD) 27.05 (7.32)
  Mean difference (SE) −3.07 (0.93)
  P value 0.001
  Effect size (95% CI) −0.37 (−0.59 to −0.15)
Social support
  Intervention, mean (SD) 30.21 (8.42) 27.49 (8.21)
  Control, mean (SD) 27.23 (9.11) 27.63 (8.54)
  Mean difference (SE) 3.07 (1.10) −0.28 (0.86)
  P value 0.005 0.741
  Effect size (95% CI) 0.31 (0.09 to 0.52) −0.04 (−0.25 to 0.18)
Adolescent externalising behaviours
  Intervention, mean (SD) 13.35 (10.23) 11.00 (7.75)
  Control, mean (SD) 14.46 (10.80) 9.81 (7.37)
  Mean difference (SE) −1.86 (1.06) 0.97 (0.82)
  P value 0.079 0.239
  Effect size (95% CI) −0.16 (−0.35 to 0.02) 0.12 (−0.08 to 0.31)
Alcohol and substance use*
  Intervention, mean (SD) 0.34 (0.75) 0.14 (0.44)
  Control, mean (SD) 0.60 (1.02) 0.27 (0.71)
  Mean difference (SE)
  P value 0.041 0.026
  IRR (95% CI) 0.67 (0.49 to 0.99) 0.55 (0.33 to 0.93)
Household economic hardship
  Intervention, mean (SD) 20.31 (6.93) 16.31 (7.44)
  Control, mean (SD) 24.22 (5.95) 19.74 (7.26)
  Mean difference (SE) −3.83 (0.69) −1.87 (0.78)
  P value <0.001 0.017
  Effect size (95% CI) −0.62 (−0.84 to −0.40) −0.28 (−0.52 to −0.05)
Family financial management
  Intervention, mean (SD) 5.22 (1.21)
Continued
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found that a low-resource programme, implemented 
by trained community members, has a range of positive 
outcomes. On both caregiver and adolescent reports, 
those receiving the parenting programme had reduced 
abuse (at least in the short term), improved involved 
parenting and parental supervision, improved household 
economic welfare and financial management, improved 
family planning to avoid adolescent violence victimisa-
tion in the community and reduced substance use among 
both caregivers and adolescents. Caregivers also reported 
reduced depression and stress, less attitudes condoning 
corporal punishment and improved social support. The 
programme did not improve all aspects of parenting, nor 
did it reduce adolescent depression or behaviour prob-
lems in adolescent report. However, the study showed 
positive intervention impacts of the programme on a 
range of parenting, family, caregiver and adolescent 
outcomes 5–9 months after the end of the intervention, 
and no harmful effects. These findings demonstrate the 
promise of this parenting programme in an LMIC setting.
It is important to note a number of limitations in this 
study. First, the trial was conducted by the programme 
developers, and future studies should be conducted 
independently. Second, as is usual in trials of parenting 
programmes, blinding of participants and data collec-
tors was limited by participants talking about the 
programme. Third, as is standard in the parenting 
programme evidence for older children and adolescents, 
self-report data were used. It is generally recognised 
that observations would be equally prone to measure-
ment error, and this study took a number of measures 
to improve reliability of reporting. In addition to using 
tablet-based ACASI for sensitive items, we collected both 
caregiver and adolescent report for shared outcomes of 
parenting, family processes and economic welfare. All 
interviews were conducted separately and in private, 
and with different interviewers for caregivers and adoles-
cents. Six measures were only reported by caregivers (eg, 
caregiver depression, caregiver substance use) and five 
measures were only reported by adolescents (eg, adoles-
cent depression, adolescent substance use). Fourteen 
measures were reported by both caregivers and adoles-
cents (eg, all parenting measures, shortages of essential 
goods in the household, corporal punishment). Of these 
14 shared measures, 10 concurred between caregivers 
and adolescents and 4 showed differences in significance 
of effects (abuse at 5–9 months, positive parenting at 5–9 
months, corporal punishment at 5–9 months and posi-
tive parenting at 1 month and 5–9 months). It is notable 
that these differences in caregiver-adolescent report were 
driven by differential reporting in the control group. In 
the intervention group, both adolescents and caregivers 
reported reductions in abuse, corporal punishment 
and improved positive parenting. In the control group, 
caregivers reported no or lesser improvements, while 
the control group adolescents reported improvements 
equal to those in the intervention group. Response bias 
must always be considered in any self-report measure, 
Caregiver report Adolescent report
Follow-up Follow-up
  Control, mean (SD) 4.76 (1.22)
  Mean difference (SE) 0.41 (0.15)
  P value 0.007
  Effect size (95% CI) 0.31 (0.09 to 0.53)
Adolescent exposure to community violence†
  Intervention, mean (SD) 0.28 (0.59) 1.18 (0.90)
  Control, mean (SD) 0.37 (0.63) 1.06 (0.81)
  Mean difference (SE)
  P value 0.158 0.498
  IRR (95% CI) 0.77 (0.53 to 1.11) 1.08 (0.87 to 1.35)
Planning for risk avoidance
  Intervention, mean (SD) 3.76 (3.47) 2.73 (3.18)
  Control, mean (SD) 2.05 (2.91) 1.90 (2.74)
  Mean difference (SE) 1.41 (0.36) 0.78 (0.33)
  P value <0.001 0.017
  Effect size (95% CI) 0.48 (0.24 to 0.72) 0.33 (0.06 to 0.59)
 Effect size from hierarchical mixed regressions as Cohen’s d.
*Results from a Poisson regression.
†Results from a negative binomial regression.
IRR, incidence rate ratio.
Table 4 Continued 
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but it is unclear why the control group reports differed 
on these measures (and not others). We note that the 
International Rescue Committee (IRC) reported the 
same patterns in reporting of harsh punishment in the 
parenting trial in Thailand.19
Fourth, qualitative data and quantitative find-
ings suggest that there may have been a ‘Hawthorne 
effect’ of the research process. Control group partici-
pants commented in focus group discussions that the 
pretest and post-test interviews were helpful to them, and 
in particular that a sympathetic researcher asking them 
about family relationships had prompted them to reflect 
on and improve these. Similar reports have been noted 
in trials of other adolescent and family interventions, 
especially in settings with very low service access where an 
interview about parenting may be the only ‘intervention’ 
ever received.45
Fifth, the study was not able to conduct follow-up 
beyond 9 months. A recent review of parenting in conflict 
settings highlights that impacts on child outcomes 
may be delayed when mediated through improved 
parenting practices.46 Further follow-ups could valuably 
assess parent and adolescent outcomes over time and 
into young adulthood. Sixth, the trial did not measure 
impacts of the programme on other adults or children 
within the households or within the wider communities, 
and future research should test for such potential effects. 
Finally, during the pilot-testing stages, there were unex-
pected high rates of community-level dissemination. For 
example, villages established additional Sinovuyo groups, 
and programme messages were disseminated widely by 
local pastors and school principals. The trial stage had 
been originally planned as an individually randomised 
trial, but high risk of contamination due to the expan-
sion of the programme within communities consequently 
required a change to cluster randomisation at commu-
nity level. Although the community-level dissemina-
tion demonstrated high programme acceptability, the 
subsequent clustered trial was only powered to detect 
effects that were substantially larger than the average for 
parenting programmes, thus potentially underestimating 
programme effectiveness.
The trial also has a number of strengths. It used stan-
dardised outcome measures with a 5–9 month follow-up 
period. In contrast, recent reviews identify that the 
majority of parenting programme trials use only imme-
diate postintervention or 1-month follow-ups. We used 
robust cluster randomisation methods and ITT anal-
yses. We measured actual acts of abusive behaviour, 
while many programmes instead measure proxies such 
as parental depression and stress or attitudes towards 
corporal punishment.14 Another key strength of the 
study is its external validity. In order to reflect real-world 
service delivery in LMIC, we explicitly used pragmatic 
randomised trial methods. These included recruitment 
methods typical of NGO and government services, and 
an intervention implemented by a local NGO in commu-
nity settings, using non-professional staff and with no 
participant exclusion criteria (apart from learning diffi-
culties too severe to allow consent). These pragmatic 
methods increase the generalisability of the findings 
and their applicability to programming. Indeed, the 
intervention and trial were conducted during sustained 
political and civil violence in research sites. During the 
study period, most research sites were without electricity 
or water on multiple days of the week. This suggests that 
the programme—and robust methods to test it—may be 
feasible even in very constrained contexts.
This trial also highlights the potential impacts of collab-
oration between science and policy. International agen-
cies, researchers, local NGOs and local leaders worked in 
close partnership throughout development and testing. 
This engagement increased the relevance of the research 
to policymakers and programmers. There is a strongly 
recognised need for evidence-based, non-commercial-
ised parenting programmes for LMIC, and the Sinovuyo 
Teen programme is currently being adapted and taken 
to scale by a number of national governments, interna-
tional, regional and local NGOs within Africa. By 2020, 
an estimated 200 000 families will receive the programme 
within Democratic Republic of Congo, Lesotho, South 
Africa, South Sudan, Uganda, Tanzania and Zimbabwe. 
Further countries planning to scale up the programme 
include Afghanistan, Haiti, Israel, Lithuania and the 
Philippines.
This raises further research questions. Although effec-
tiveness on many outcomes was shown in this South 
African study, we do not know the extent to which these 
findings are generalisable to other countries and regions. 
In two of the countries undertaking scale-up, randomised 
trials are planned by implementing agencies. Each 
country has adapted the programme for local languages 
and cultures, and some have added components such 
as menstrual hygiene, child labour information or HIV 
prevention education. Furthermore, versions of the 
programme are being implemented with diverse groups, 
such as deinstitutionalised children and adolescent chil-
dren of sex workers. It will be important to test whether 
and how such adaptations and different recipients may 
affect programme impacts in differing cultural and 
country contexts.47 It will also be important to understand 
whether there are differential effects of the programme 
on highest risk families such as those experiencing HIV/
AIDS or intimate partner violence. Future moderator 
analyses are required in order to examine subgroup 
differences across country settings. The International 
Committee of Medical Journal Editors recently called 
for individual participant data sharing to be normed for 
clinical trials.48 Sharing of data across trials of parenting 
programmes in LMIC could provide substantive value.
Findings of this trial can also inform our understanding of 
processes of family strengthening in low-resource contexts. 
This programme shares many common elements with 
other rigorously evaluated programmes, such as the IRC’s 
interventions for children in postconflict settings, Fami-
lies Matter!49 and other Parenting for Lifelong Health 
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interventions for infants, toddlers and young children.50 51 
Qualitative feedback suggests that collaborative learning and 
non-blaming approaches may be key. Trying out skills at 
home and having opportunities to problem-solve challenges 
within a supportive group may enhance caregivers’ sense 
of agency.52 Importantly, programmes aim to capitalise on 
caregivers’ already-held aspirations of how they would like 
to parent, and families identify their own goals. There may 
also be important practical elements—for example, in areas 
with high burden of HIV illness or other disease, home 
visit catch-up sessions may be necessary in order to ensure 
programme access for affected families. Further research 
is required in order to understand the mechanisms of 
change by which a parenting programme can work in LMIC 
settings, and future mediation analyses of possible pathways 
of change would be of value—for example, the potential 
roles of reduced economic hardship, reduced substance use 
and caregiver depression in improving family relationships.
In conclusion, this pragmatic cluster randomised 
trial demonstrates that a parenting programme showed 
improvements across a range of parenting, family and 
violence prevention outcomes. It showed reduced 
emotional and physical abuse at immediate post-test, with 
possible longer term effects. There were no impacts on 
positive parenting, neglect or inconsistent discipline but the 
programme showed improved positive involved parenting 
and parental supervision, which evidence suggests may 
be particularly important in reducing HIV risk behaviour 
among adolescents. The programme showed no impact on 
adolescent depression, behavioural problems or exposure to 
community-level violence at 5–9 months postintervention. 
However, the trial showed increased family communication 
about reducing risks for adolescents in community settings, 
caregivers had reduced depression and parenting stress—
both of which are strongly associated with child outcomes in 
the parenting literature—as well as improved social support 
and reduced attitudes condoning corporal punishment. 
Both caregivers and adolescents reported reduced alcohol 
and other substance use. These suggest a strengthening of 
caregiving capacities and lowering of family risks 5–9 months 
after the programme ends. In addition, families showed 
improvements in financial self-efficacy and planning, and 
reported direct impacts of improved budgeting, namely 
reductions in month-end shortages of basic essentials. It 
is possible that there may be particular value to including 
budgeting elements within family interventions.
The trial also demonstrates that positive effects are 
possible even in a high-deprivation area and during a 
period of sustained and violent civil unrest. All manuals and 
programme tools are freely available online, and a number 
of regional NGOs are establishing skills in training and 
supervision. The Global Partnership to End Violence against 
Children provides further guidance on Parenting for Life-
long Health programmes in their INSPIRE (Seven strategies 
for Ending Violence against Children package) package. 
Further research is essential, but this study is a step towards 
closing the global gap in evidence-based parenting support 
for adolescents.
transparency
The manuscript’s guarantor (LDC) affirms that the manu-
script is an honest, accurate and transparent account of 
the study being reported; that no important aspects of 
the study have been omitted; and that any discrepancies 
from the study as planned have been explained.
Author affiliations
1Centre for Evidence-Based Interventions, Department of Social Policy and 
Intervention, University of Oxford, Oxford, UK
2Department of Psychiatry and Mental Health, University of Cape Town, Cape Town, 
South Africa
3OPTENTIA Research Focus Group, School of Behavioural Sciences, North-West 
University, Vanderbijlpark, South Africa
4Institute of Criminology, University of Cambridge, Cambridge, UK
5UNICEF Innocenti Office of Research, Florence, Italy
6Biostatistics Unit, South African Medical Research Council, Cape Town, South 
Africa
7School of Public Health and Family Medicine, University of Cape Town, Cape Town, 
South Africa
8Department of Psychology and Safety and Violence Initiative, University of Cape 
Town, Cape Town, South Africa
9Clowns Without Borders South Africa, Durban, South Africa
10Department of Sociology & Anthropology, University of Fort Hare, Alice, South 
Africa
11Ali-Douglas Research Network, Bulawayo, Zimbabwe
12Department of International Development, London School of Economics and 
Political Science, London, UK
13Warwick Medical School, Warwick, UK
14Faculty of Health Sciences, School of Psychology and Speech Pathology, Curtin 
University, Perth, Western Australia, Australia
15London School of Hygiene and Tropical Medicine, London, UK
Acknowledgements We thank all the adolescents, parents and their communites 
who participated in this study and our Teen Advisory Group in South Africa. We 
thank Sally Medley, Daphnee Blanc, Thure de Frenne, Mira-Jana Linkohr, Jense 
van der Wal, Eleanor Hinde, and Olivia O’Malley and all other fieldwork coordinators 
and research assistants for their contribution to data collection. We are extremely 
grateful for the work of our implementing partners, Clowns Without Borders 
South Africa. We thank Sarah Hoeksma, Marisa Casale, Melissa Pancoast, David 
Carel, and Susan Sentance, Katherine Gardiner and the administrative team in 
the Department of Social Policy and Intervention, Oxford. We are also grateful for 
the contributions from our Trial Steering Group led by Professor Lorraine Sherr, 
the Parenting for Lifelong Health group and Professor Larry Aber. We thank Heidi 
Loening, Jasmina Byrne, Patrizia Benvenuti and Theresa Kilbane with Unicef, and 
Rachel Bray and Phelisa Mpimpilashe in relation to this project. We are grateful 
to the South African national and provincial Departments of Social Development 
and Basic Education for their support. We thank the WHO Prevention of Violence 
Unit, USAID-PEPFAR, Peace Corps, and the Regional Psychosocial Support Initiative 
(REPSSI). 
Contributors LDC, FM, CLW, MEB and FG contributed towards conceptualising 
and designing the experiment. LDC, JD, ST and JML designed the programme 
and oversaw implementation. LDC, FM, JD, AR, SDS, MN, NS, DN, JIS, YS, RHR, RC 
and CW contributed significantly towards data acquisition. JIS, YS, CJL and RHR 
conducted data cleaning and analysis. All authors provided comments towards 
drafts of the article and approved the final version for publication.
Funding The study and intervention are supported by the European Research 
Council (ERC) under the European Union’s Seventh Framework Programme 
(FP7/2007-2013) with ERC grant agreement 313421, Unicef Innocenti Office 
of Research, Unicef South Africa, the John Fell Fund, the Leverhulme Trust 
(PLP-2014-095), the Cambridge Trust, and the University of Oxford’s ESRC 
Impact Acceleration Account (1311-KEA-004 and 1602-KEA-189). The South 
African National Department of Social Development provided in-kind support 
through posting social workers to be trained as programme facilitators. FM was 
supported by the ESRC under a Future Research Leader Award (ES/N017447/1). 
RHR was supported by Fundación Obra Social ‘La Caixa’ and the Economic and 
Social Research Council (UK) (SSD/2/2/16). JIS was funded by an ESRC doctoral 
studentship (ES/J500112/1). YS was supported by the Cambridge Commonwealth, 
European and International Trust, Additional Insights 2016–2017 Fellowship, 
14 Cluver LD, et al. BMJ Glob Health 2017;3:e000539. doi:10.1136/bmjgh-2017-000539
BMJ Global Health
Smuts Memorial Fund, managed by the University of Cambridge in memory of Jan 
Christiaan Smuts, and St John’s College, Cambridge. Funders of this study had no 
role in study design, data collection, data analysis or writing of the report. LDC, 
CJL, YS, JIS, FM and RHR had full access to all the data in the study. LDC had final 
responsibility for the decision to submit for publication. 
Competing interests JD, JML, ST, LDC, CLW and JIS were involved in developing 
the Sinovuyo Caring Families Programme for Parents and Teens, which is licensed 
under a Creative Commons 4.0 Non-commercial No Derivatives license. JD, JML 
and ST work for Clowns Without Borders South Africa, the non-profit institution 
responsible for the delivery of the intervention that was evaluated in this study. All 
other authors declare no competing interests. 
Patient consent  Detail has been removed from this case description/these case 
descriptions to ensure anonymity. The editors and reviewers have seen the detailed 
information available and are satisfied that the information backs up the case the 
authors are making. 
ethics approval Ethical approval was obtained from the Institutional Review 
Boards of the University of Oxford (SSD/CUREC2/11-40) and University of Cape 
Town (PSY2013-46) and by the Provincial Government Departments of Social 
Development and Education. 
Provenance and peer review Not commissioned; externally peer reviewed.
Data sharing statement The full data set, technical appendix and statistical code 
are available from the corresponding author.
Open Access This is an Open Access article distributed in accordance with the 
terms of the Creative Commons Attribution (CC BY 4.0) license, which permits 
others to distribute, remix, adapt and build upon this work, for commercial use, 
provided the original work is properly cited. See: http:// creativecommons. org/ 
licenses/ by/ 4. 0/
© Article author(s) (or their employer(s) unless otherwise stated in the text of the 
article) 2017. All rights reserved. No commercial use is permitted unless otherwise 
expressly granted.
RefeRences
 1. Sheehan P, Sweeny K, Rasmussen B, et al. Building the foundations 
for sustainable development: a case for global investment in the 
capabilities of adolescents. Lancet 2017;390:1792–806.
 2. Lösel F, Farrington DP. Direct protective and buffering protective 
factors in the development of youth violence. Am J Prev Med 
2012;43:S8–23.
 3. Kincaid C, Jones DJ, Sterrett E, et al. A review of parenting and 
adolescent sexual behavior: the moderating role of gender. Clin 
Psychol Rev 2012;32:177–88.
 4. Ryan SM, Jorm AF, Lubman DI. Parenting factors associated with 
reduced adolescent alcohol use: a systematic review of longitudinal 
studies. Aust N Z J Psychiatry 2010;44:774–83.
 5. Brown MJ, Thacker LR, Cohen SA. Association between Adverse 
Childhood Experiences and Diagnosis of Cancer. PLoS One 
2013;8:e65524.
 6. Richter L, Komárek A, Desmond C, et al. Reported physical and 
sexual abuse in childhood and adult HIV risk behaviour in three 
African countries: findings from Project Accept (HPTN-043). AIDS 
Behav 2014;18:381–9.
 7. Dube SR, Anda RF, Felitti VJ, et al. Childhood abuse, household 
dysfunction, and the risk of attempted suicide throughout the life 
span: findings from the Adverse Childhood Experiences Study. 
JAMA 2001;286:3089–96.
 8. Norman RE, Byambaa M, De R, et al. The long-term health 
consequences of child physical abuse, emotional abuse, and 
neglect: a systematic review and meta-analysis. PLoS Med 
2012;9:e1001349.
 9. Fulu E, Miedema S, Roselli T, et al. Pathways between childhood 
trauma, intimate partner violence, and harsh parenting: findings from 
the UN Multi-country Study on Men and Violence in Asia and the 
Pacific. Lancet Glob Health 2017;5:e512–22.
 10. UNFPA. World Population Prospects, the 2015 Revision. New York 
2015.
 11. Patton GC, Coffey C, Cappa C, et al. Health of the world’s 
adolescents: a synthesis of internationally comparable data. Lancet 
2012;379:1665–75.
 12. Hillis S, Mercy J, Amobi A, et al. Global prevalence of past-year 
violence against children: A systematic review and minimum 
estimates. Pediatrics 2016;137:e20154079.
 13. World Health Organziation. INSPIRE: seven strategies for ending 
violence against children. Geneva: WHO, 2016.
 14. Mikton C, Butchart A. Child maltreatment prevention: a systematic 
review of reviews. Bull World Health Organ 2009;87:353–61.
 15. Barlow J, Johnston I, Kendrick D, et al. Individual and group-based 
parenting programmes for the treatment of physical child abuse and 
neglect. Cochrane Database Syst Rev 2006;3:CD005463.
 16. Cooper PJ, Tomlinson M, Swartz L, et al. Improving quality 
of mother-infant relationship and infant attachment in 
socioeconomically deprived community in South Africa: randomised 
controlled trial. BMJ 2009;338:b974.
 17. Knerr W, Gardner F, Cluver L. Improving positive parenting skills and 
reducing harsh and abusive parenting in low- and middle-income 
countries: a systematic review. Prev Sci 2013;14:352–63.
 18. Levey EJ, Gelaye B, Bain P, et al. A systematic review of randomized 
controlled trials of interventions designed to decrease child abuse in 
high-risk families. Child Abuse Negl 2017;65:48–57.
 19. Puffer ES, Annan J, Sim AL, et al. The impact of a family skills 
training intervention among Burmese migrant families in Thailand: a 
randomized controlled trial. PLoS One 2017;12:e0172611.
 20. Annan J, Bunderviet T, Seban J C. A randomised impact evaluation 
of village savings and loans associations and family-based 
interventions in Burundi. Washington, DC: International Rescue 
Committee, USAD, 2013.
 21. Webster-Stratton C, McCoy KP. Bringing the incredible years® 
programs to scale. New Dir Child Adolesc Dev 2015;2015:81–95.
 22. Sanders MR, Kirby JN, Tellegen CL, et al. The Triple P-Positive 
Parenting Program: a systematic review and meta-analysis of 
a multi-level system of parenting support. Clin Psychol Rev 
2014;34:337–57.
 23. Craig P, Dieppe P, Macintyre S, et al. Developing and evaluating 
complex interventions: the new Medical Research Council guidance. 
BMJ 2008;337:a1655.
 24. Burton P, Ward C, Artz L, et al. The Optimus Study on Child Abuse, 
Violence and Neglect in South Africa. Cape Town: University of Cape 
Town, 2015.
 25. Lachman JM, Sherr LT, Cluver L, et al. Integrating evidence and 
context to develop a parenting program for low-income families in 
South Africa. J Child Fam Stud 2016;25:2337–52.
 26. Cluver L, Lachman J, Ward C, et al. Development of a parenting 
support program to prevent abuse of adolescents in South 
Africa: findings from a pilot pre-post study. Res Soc Work Pract 
2016;27:758–66.
 27. Cluver L, Meinck F, Yakubovich A, et al. Reducing child abuse 
amongst adolescents in low- and middle-income countries: A pre-
post trial in South Africa. BMC Public Health 2016;16:567.
 28. Chen M, Chan KL. Effects of parenting programs on child 
maltreatment prevention: a meta-analysis. Trauma Violence Abuse 
2016;17:88–104.
 29. Cluver L, Meinck F, Shenderovich Y, et al. A parenting programme to 
prevent abuse of adolescents in South Africa: study protocol for a 
randomised controlled trial. Trials 2016;17:328.
 30. Meinck F, Boyes M, Cluver L, et al. Development and psychometric 
properties of the ISPCAN Child Abuse Screening Tool for use in 
Trials (ICAST-TRIAL) among South African Adolescents and their 
Primary Caregivers.
 31. Zolotor AJ, Runyan DK, Dunne MP, et al. ISPCAN Child Abuse 
Screening Tool Children’s Version (ICAST-C): Instrument 
development and multi-national pilot testing. Child Abuse Negl 
2009;33:833–41.
 32. Runyan DK, Dunne MP, Zolotor AJ, et al. The development and 
piloting of the ISPCAN Child Abuse Screening Tool-Parent version 
(ICAST-P). Child Abuse Negl 2009;33:826–32.
 33. Essau CA, Sasagawa S, Frick PJ. Psychometric Properties 
of the Alabama Parenting Questionnaire. J Child Fam Stud 
2006;15:595–614.
 34. Achenbach T, Checklists CB. (CBCL/2-3 and CBCL/4-18), Teacher 
Report Form (TRF) and Youth Self-Report (YSR). In: Rush J, First M, 
Blacker D, eds. Handb Psychiatr Meas. 1st edn. Arlington, VA: The 
American Psychiatric Association, 2000.
 35. Berry JO, Jones WH. The parental stress scale: Initial psychometric 
evidence. J Soc Pers Relat 1995;12:463–72.
 36. Lecrubier Y, Sheehan DV, Weiller E, et al. The MINI International 
Neuropsychiatric Interview (MINI). A short diagnostic structured 
interview: reliability and validity according to the CIDI. Eur Psychiatry 
1997;12:224–31.
 37. Kovacs M. The Children’s Depression, Inventory (CDI). 
Psychopharmacol Bull 1985;21:995–8.
 38. Radloff L. The CES-D scale: a self-report depression scale 
for research in the general population. Appl Psychol Meas 
1977;1:385–401.
Cluver LD, et al. BMJ Glob Health 2017;3:e000539. doi:10.1136/bmjgh-2017-000539 15
BMJ Global Health
 39. Sherbourne C, Stewart A. The Medical Outcomes Survey (MOS) 
social support survey. Soc Sci Med 1991;32:705–14.
 40. Lown J. Development and Validation of a Financial Self-Efficacy 
Scale. AFCPE Conf. Rochester, NY: Social Science Research 
Network, 2011.
 41. Hutchinson MK. The Parent-Teen Sexual Risk Communication Scale 
(PTSRC-III). Nurs Res 2007;56:1–8.
 42. Weissberg R, Voyce C, Kasprow W, et al. The Social and Health 
Assessment (SAHA). Chicago, Illinois 1991.
 43. Saunders JB, Aasland OG, Babor TF, et al. Development of 
the Alcohol Use Disorders Identification Test (AUDIT): WHO 
Collaborative Project on Early Detection of Persons with Harmful 
Alcohol Consumption–II. Addiction 1993;88:791–804.
 44. Centers for Disease Control and Prevention. Global School-based 
Student Health Survey. 2009.
 45. Rosenberg M, Pettifor A, Twine R, et al. Evidence for selection effect 
and Hawthorne effect in behavioral HIV prevention trial among 
young women in rural South Africa. Aids Durban 2016.
 46. Murphy KM, Rodrigues K, Costigan J, et al. Raising children in 
conflict: an integrative model of parenting in war. Peace Confl J 
Peace Psychol 2017;23:46–57.
 47. Parra-Cardona JR, Bybee D, Sullivan CM, et al. Examining the 
impact of differential cultural adaptation with Latina/o immigrants 
exposed to adapted parent training interventions. J Consult Clin 
Psychol 2017;85:58–71.
 48. Taichman DB, Sahni P, Pinborg A, et al. Data sharing statements 
for clinical trials: a requirement of the International Committee of 
Medical Journal Editors. Lancet 2017;376:2277–9.
 49. Miller KS, Lasswell SM, Riley DB, et al. Families matter! Presexual 
risk prevention intervention. Am J Public Health 2013;103:e16–20.
 50. Tomlinson M, Skeen S, Marlow M, et al. Improving early childhood 
care and development, HIV-testing, treatment and support, and 
nutrition in Mokhotlong, Lesotho: study protocol for a cluster 
randomized controlled trial. Trials 2016;17:538.
 51. Rotheram-Borus MJ, le Roux IM, Tomlinson M, et al. Philani Plus 
(+): a Mentor Mother community health worker home visiting 
program to improve maternal and infants' outcomes. Prev Sci 
2011;12:372–88.
 52. Doubt J, Bray R, Loening-Voysey H, et al. “It Has Changed”: 
Understanding Change in a Parenting Program in South Africa. Ann 
Glob Heal 2017;83:767–76.
